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This visit was for a re-certification survey.
Facility Number: 004746

Survey Date: 12/1/2014 through 12/3/2014
Surveyors:

Albert Daeger, CFM, SFPIO

Medical Surveyor

Saundra Nolfi, RN

Public Health Nurse Surveyor

The Surgery Center of Carmel is in compliance
with 42 CFR Part 416.40, Federal Regulations for
Ambulatory Surgery Centers.

QA: claughlin 12/19/14
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